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Initial Comments

Complaint Investigation: 2273026/IL145927

Final Observations

Staterment of Licensure Violations

300.610a)
300.1210b)
300.1210d)1
300.1210d)2

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological

| well-being of the resident, in accordance with

each resident's comprehensive resident care
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plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.

d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis;

1) Medications, including oral, rectal,
hypodermic, intravenous and intramuscular, shall
be properly administered.

2} All treatments and procedures shall be
administered as ordered by the physician.

These Requirements wer NOT MET as
evidenced by:

Based on interview and record review, the facility
failed to provide narcotic pain medication per
physician orders to a resident in severe pain due
to stage IV (4) breast cancer with metastases to
liver and bone.

The failure resulted in R1 not receiving the
scheduled physician-ordered pain medication and
experiencing uncontrolled pain. This failure also
resulted in R1 being hospitalized due to
worsening, uncontrolled pain.

This applies to 1 of 3 residents (R1) reviewed for
pain in a sample of 10.
The findings include:

1), POS (Physician Order Sheet), printed on
4/18/22, shows R1 was admitted to the facility on

AVANTARA OF ELGIN
~ ELGIN, iL 60123
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFKX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOUL D BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFPRIATE DATE
DEFICIENCY)
$9999 | Continued From page 1 $9999

finois Department of Public Health
TATE FORM

ase9

RLO111

if continuation sheet 2 of 10




























